The development of oesophagopleural fistula is a rare but life threatening complication of pulmonary resection. Successful outcome depends on appropriate and definitive action. We report a case in which an omental pedicle was delivered into the thorax to patch an oesophageal defect too 
Discussion
Oesophagopleural fistula is a rare complication of pulmonary surgery. The reported incidence after pneumonectomy is 0 47%.' It occurs even less frequently after other intrathoracic procedures. It has been suggested by some authors that the true incidence is higher. Most cases have occurred after pulmonary resection for inflammatory disease. The lesion invariably occurs in the middle third ofthe oesophagus and occurs nearly 10 times more frequently on the right than on the left.23
Fistulas that occur within three months of surgery are designated early, resulting either from direct trauma or from devascularisation of the oesophagus. Late fistulas are due to the presence of chronic infection (in the case of bronchopleural fistula) or to recurrence of malignant disease.
Several surgical approaches have been applied to this problem, with variable rates of success.' Conservative
Diagram showing the technique used at operation: the pulmonary hilar structures have been divided and the omental and intercostalflaps, having been mobilised, are secured to the defect as a patch. measures such as gastrostomy, jejunostomy, or insertion of an intraluminal prosthesis are associated with an unacceptably high mortality. Closure of the defect is mandatory and must be accompanied by some form of adjunctive procedure. In one series five of eight simple closures broke down in the immediate postoperative period and needed further revision. 2 The most reliable technique is reinforcement of the suture line with either a pleural or a pedicle intercostal muscle flap. This has a success rate of over 85%. 2 3 In our case closure of the defect by direct suture with a simple reinforcing layer would have resulted in appreciable narrowing of the oesophagus and stricture would have assuredly followed cicatrisation. The omentum possesses a rich vascular network and has been used in various surgical circumstances both above and below the diaphragm. It is of undisputed value in promoting repair in areas of poor blood supply in the experimental and clinical setting and has been used successfully to repair bronchopleural fistulas8 and to protect intrathoracic oesophageal anastomoses.9 Delivery into the thorax is easy, with little in the way of attendant hazard. Consideration should be given to its use in any circumstances where, as in this case, ischaemic injury is a primary aetiological factor. 
